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Actinomycosis is a chronic suppurative granulomatous inﬂammation caused by Actinomyces species.
Abdominal actinomycosis is a rare condition, with very low incidence in childhood, and usually asso-
ciated to trauma or perforation of hollow viscera. We are presenting a case of a ten-year-old boy with
omental actinomycosis mimic and appendiceal infection, without a history of trauma or perforation,
suggesting a hemmatogen spread. The complete resection of the affected tissue may warrant a cure in
spite of a short antibiotic curse.
 2016 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).Actinomycosis is a chronic suppurative granulomatous inﬂam-
mation caused by Actinomyces species, an anaerobial, micro-
aerophilic gram-positive rod-shaped bacteria, that normally forms
part of the ﬂora of the oral cavity, superior respiratory tract,
gastrointestinal tract, genital tract and the anal canal [1,2].
Abdominal actinomycosis is a rare condition, with very low
incidence in childhood, which is usually diagnosed as an abdominal
mass that simulates a malignant lesion [3].1. Case report
We present a case of a male 10-year-old patient. He was
brought to the hospital with 3 days history of abdominal pain,
related with nausea and one episode of diarrhea associated with
mucus and blood. In clinical examination, patient showed signs
of dehydration, tachycardia, tenderness on the right iliac fossa,
and pain with percussion. Palpable masses were not found. Due
to the clinical signs, the patient was taken to the operative room
with suspected appendicitis. During surgical exploration, a non-
perforated appendix with external signs of inﬂammation wastal de La Misericordia, Av.
añeda).
Inc. This is an open access article useen surrounded by an omental phlegmon. A conventional ap-
pendectomy was performed with partial omentectomy. Because
of the absence of perforated appendicitis, antibiotic management
with ampicillin/sulbactam was only given previous to surgery.
Patient was released on day 3 after surgery with adequate oral
intake and pain control. Pathology report demonstrated abscess
with colonies of Actinomyces in the resected omentum (Fig. 1)
with periappendicitis changes compromising only the serosa of
the appendix (Fig. 2). Incidentally, there was an ascari worm in
the appendiceal lumen, without any mucosal lession. On day 22
after surgery, the patient was back to the emergency department
with abdominal pain and fever. In clinical examination, signs of
superﬁcial wound infection were noticed, and an abscess of
about 5 cc of pus was drained without complications. As a
consequence of persistent pain, an abdominal ultrasound was
performed with mesenteric fat echogenic changes in concor-
dance with surgical changes. Actinomycosis was diagnosed, and
oral penicillin was ordered for 4 months, and a single dose of oral
albendazole was given, but there was no follow-up on the pa-
tient. After one year, the patient came back to the hospital for an
unrelated reason, he was asymptomatic and had gained weight.
The patient’s mother informed that he had taken the antibiotic
treatment for only a month. An ultrasonography of the abdomen
was taken and resulted normal. No more antibiotic was given to
the patient and there were no documented complications during
follow-up visits.nder the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Fig. 1. Omentum (Hematoxilin/eosin): A (10) y B (40): Severe omental inﬂamatory reaction with abscesses and actinomycosis colonies.
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Abdominal actinomycosis imposes a big diagnostic challenge. It
has been called “one of the greatest imitators in clinical practice”
[1,2]. Actinomyces israelli is the most common pathological species
and is normally found in the oral cavity, the gastrointestinal and
genital female tract. The annual incidence of actinomycosis has
been reported to be 1/300000 [4].
These organisms have a low potential virulence and only cause
disease when the normal mucosal barrier is broken, which causes
development of abscess formation, ﬁstulas andmasses. Suppurative
areas are surrounded by granulomatous ﬁbrous tissue, which has
the typical consistency of a mass [1,2]. The destruction of the
mucosal barrier by trauma, surgery, immunosuppression, or foreign
bodies that perforates the hollow viscera has been recognized as
risk factors for the disease [5,6].
There have been three locations described in clinical practice of
actinomyces infection, cervicofacial, thoracic and abdominal.
Abdominal involvement is only in 20% of the cases. Delayed diag-
nosis has been secondary to chronic atypical symptoms that are
misdiagnosed as a malignant disease. Abdominal presentation has
been more commonly associated with female users of intrauterine
devises with lesion of the uterine mucosa, and presence in children
has been extremely rare [3]. There have been few reports of
omental actinomycosis non-related with hollow viscera perfora-
tion, as in our case, and none in children. It has been hypothesized
that the inoculation of the microorganism to the omentum occurs
by hemmatogen spread, which although rare, is feasible [6].Fig. 2. Vermiform appendix (Hematoxilin/eosin): A (10): Mild acute inﬂamatory inﬁltrate
inﬂamatory process in the mucosal layer and there are no colonies of actinomyces.Actimonycosis may be suspected by surgical ﬁndings, and less
than 10% of the cases are made pre-operative diagnosis due to the
low index of suspicious [5]. The appendix is the most common part
of the gastrointestinal tract involved, and it may be explained
because its rupture stimulates the pathologic growth of microor-
ganism, with symptoms development. When located outside the
intestines, the actinomycosis locally compromises structures more
than spreading throughout hematological or lymphatic paths [2].
Complementary evaluation is insufﬁcient to perform the diagnosis.
For example, although an abdominal CT scan can be useful to
localize and visualize a solid mass with focal areas of necrosis
without cystic content, the ﬁndings of this evaluation are not
Pathognomonic.
The deﬁnitive diagnosis can only be made by pathologic
conﬁrmation. The presence of sulfur granules, which are not spe-
ciﬁc because microorganisms as Nocardia and Streptomyces also can
produce them [4], as well as gram-positive hyphal ramiﬁcations are
important for the diagnosis. The “Splendore-Hoeppli” phenomenon
is a characteristic of the disease and consists on an interface formed
between bacterial colonies and polymorphonuclated exudate with
eosinophilic material deposits. The gold standard for the diagnosis
is the culture of the organisms, which, unfortunately, few times is
successful due to the multiple culturing limitations. The reported
rates of unsuccessful cultures are up to 76% [4,5].
Treatment of abdominal actinomycosis consists in surgical
resection of the lesion, followed by medical therapy with high
penicillin dosage. The main objective of surgery is to resect the
mass and avoid unnecessary extended resections. The optimalin the muscular layer that is more prominent in the serosal layer. B (40): There is no
S. Castañeda et al. / J Ped Surg Case Reports 12 (2016) 31e33 33treatment consists of a complete resection of the necrotic infected
tissue followed by intense and prolonged antibiotic therapy that is
composed of recommended penicillin dosage of 10e20 million
units, followed by a 2 to 15 million units/day for a period of no less
than 2 months [3].
3. Conclusion
Actinomycosis is a rare chronic suppurative granulomatous
inﬂammation caused by Actinomyces sp. [1,2]. The diagnosis is made
in most of the cases by the pathologist ﬁndings [4]. The abdominal
location is present in a 20% of the cases and the hemmatogen
spread to the omentumwas not previously described in children. As
in this case, the complete resection of the affected tissue may
warrant a cure in spite of a short antibiotic curse.References
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